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[ C A S E  R E P O R T ]

ABSTRACT
Angiosarcoma is an aggressive tumor that most commonly presents on the scalp or face of elderly patients; however,

it can develop in pateints with breast cancer following radiation and breast-conserving therapy, complicating 0.1 to 0.2
percent of such cases. Mammography and fine-needle aspiration, though often very useful in evaluating for breast
carcinomas and cytological features, are often negative in early stages of angiosarcoma and difficult to interpret. We
present the case of a 49-year-old Caucasian woman with a history of stage II invasive ductal carcinoma of the left breast
who presented with a two-month history of increased firmness and tenderness in her left breast. On exam, her left breast
had significant firmness and hardening of breast tissue with slight erythema of skin. Punch biopsy initially suggested
angiosarcoma, but subsequent biopsies instead diagnosed an atypical vascular proliferation. This case represents a
patient who presented with an atypical lesion concerning for angiosarcoma. Repeated biopsies were necessary to obtain
the correct diagnosis. One biopsy may not be sufficient for distinguishing atypical vascular proliferation from
angiosarcoma. We present this case to increase awareness of the difficulty in making this distinction.
(J Clin Aesthet Dermatol. 2011;4(4):47–48.)
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Angiosarcoma is an aggressive tumor that most
commonly presents on the scalp or face of elderly
patients1; however, it can develop in patients with

breast cancer following radiation and breast-conserving
therapy, complicating 0.1 to 0.2 percent of such cases.2,3 As
the trend toward breast-conserving therapy rises, it is
important for clinicians to be aware of the risk of secondary
malignant tumors developing within previous radiation fields.4

The average time between radiation therapy for treatment
of primary breast cancer and diagnosis of angiosarcoma
varies from 48 to 144 months, or 4 to 12 years, based on data
from five different articles.3–7 However, Billings et al6 found
that the interval to development of postradiation
angiosarcoma was less than 36 months in 5 of 27 cases.
Angiosarcoma following breast radiation for breast
carcinoma typically presented as “blue-ish or purple nodules
of the skin, purple discolorations, erythematous macules,
sometimes combined with ulceration, edema, or a palpable
mass.”4 Mammography and fine-needle aspiration, though
often very useful in evaluating for breast carcinomas and

cytological features, are often negative in early stages of
angiosarcoma and difficult to interpret.2,4 If the diagnosis is
confirmed, the most widely used treatment for secondary
angiosarcoma following breast radiation is mastectomy with
wide tumor-free margins.4

CASE
The authors present the case of a 49-year-old Caucasian

woman with a history of stage II invasive ductal carcinoma of
the left breast who presented with a two-month history of
increased firmness and tenderness in her left breast. She had
undergone a lumpectomy, sentinel node biopsy,
chemotherapy, and radiation eight months prior to
presentation. At the time of presentation to the authors’
hospital, her symptoms had been present for two months,
and she had completed two courses of antibiotics for possible
cellulitis with no improvement. Ultrasound evaluation of the
left breast was negative for fluid collection or abscess. Her
white blood cell count was normal and her erythrocyte
sedimentation rate (ESR) was slightly elevated. The patient
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was afebrile during her hospital stay.
On exam, her left breast had significant firmness (Figure

1) and hardening of breast tissue with slight erythema of skin.
Of note, she had neither eczematous changes of the skin or
nipple nor any areas of fluctuance. Her left breast was
significantly smaller and more firm than the right breast
(Figure 2). There was no appreciable left axillary
lymphadenopathy. 

A punch biopsy was done which showed slightly increased
numbers of irregularly shaped dilated vascular channels lined
by prominent endothelial cells in the dermis, extending to the
lateral specimen edges. Immunoperoxidase staining for CD31
was positive for endothelial cells lining vascular channels in
the dermis. Immunoperoxidase staining for D240 revealed
highly increased numbers of lymphatic channels in the
dermis. Many perivascular lymphoid cells in the dermis as
well as some cells lining vascular and lymphatic channels
stained positive for Ki-67. The patient’s initial biopsy was
determined to be angiosarcoma. The biopsy was sent for a
second opinion to confirm, and at that point it was
determined to be an atypical vascular proliferation rather
than angiosarcoma. The patient underwent subsequent
biopsies in all four quadrants of her breast. These findings
were more consistent with atypical vascular proliferation and
radiation changes rather than malignancy. It was determined
that the patient should be followed clinically and did not need
radical excision of the affected area.

DISCUSSION
Postradiation vascular tumors have been described as two

types: angiosarcoma postradiation and atypical vascular
lesions.8 The angiosarcoma postradiation is the malignant
variant with significant mortality, and atypical vascular
lesions behave in a benign manner.8 However, histology and
clinical presentation often show overlap and these vascular
tumors may be on one disease spectrum.8 It has been
suggested that some forms of angiosarcoma have arisen from
atypical vascular lesions.1,8 A study of 42 patients ranging in
age from 36- to 90-years old showed a substantial time
difference between when patients presented with atypical
vascular lesions (median 3.5 years) and cutaneous
angiosarcoma, (median 6 years) postradiation.9 Stewart-
Treves syndrome is distinct from angiosarcoma postradiation
because it develops in an arm with chronic lymphedema
following mastectomy and axillary lymph node dissection for
breast cancer, rather than in a site that received radiation.10

The patient described in this case is unique in two ways.
First, she presented with a firm, sclerotic, smaller breast,
which was due to the underlying pathology rather than her
breast surgery, lumpectomy. The authors’ initial differential
diagnosis favored postradiation morphea, chronic
radiodermatitis, or carcinoma erysipelatoides, as
angiosarcoma does not commonly present with a diffuse,
sclerotic, hard breast. Additionally, she presented eight
months following radiation, which is an extremely short
latency period between radiation therapy and angiosarcoma.

This case represents a patient who presented with an
atypical lesion concerning for angiosarcoma. Repeated

biopsies were necessary to obtain the correct diagnosis.  One
biopsy may not be sufficient for distinguishing atypical
vascular proliferation from angiosarcoma. The authors’
present this case to increase awareness of the difficulty in
making this distinction.
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FIGURE 1. Left breast with sclerotic tissue changes. Bandage 
indicates biopsy site

FIGURE 2. Note affected left breast is smaller than the right breast


